MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH : BE63—-035092

DEPARTMENT OF PUSBLIC HEALTH AND WELFARE
° . ] N 3 [0 o) Q q_'L STATE FILE NUMBER
Regist imary Reglistration District No, - S{)__Registrar's No. . B
W: 2 'ﬁ}',“l : U'E AMENDED :

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wheru deceased lived. If institution: Residence before

. COUNTY B a. STATE b. COUNTY admission)
oone Mo Roan misson)
a a
b. CII’RY (If outside corporate limits, give YOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

. OR
TawWN o lumbia 58 vrs. TOWN  columbia Yerfl No D

. FULL NAME OF {If NOT in hospltal, give locatien) lnsicde Limits o, STREET i autsid iva | i i
HOSPITAL O i ADDRESS (It autside, give lacatian) Rutide on Farm

INSTITUTION Boone County Hogpital |Y#% MO 411 Ridgeway Yo Ne
. NAME OFf DECEASED Firgt Middle Last 4, DA1E Moenth . Day Yerr

[Type or print}
Oscar Samuel Odom péATH 9 10 196
T SEX 6. COLOR OR RACE 7. Mamrisd ﬁ Never Married [] |8. DATE OF BIRTH | 9« AGE {lost birthday) | IF UNDER | YEAR IF UNDER 24 HR

Male Whi ‘te Widowed [] Divorced [ 72 Months Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 110 ;I'iTHPLACE (City and state or courtry) | 12, CITIZEN OF WHAT COUNTRY

duting most of working |ife, even if retired)
G {', etired Qv

VS 300
Rev. 4/59

'hin9

DATE AMENDED

overnmen

12a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME ] . MAME OF HUSBAND OR WIFE

Samuel Jacob Qdom Salina Barnhart _ Margaret Odom

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 4. SOCIAL SECURITY NO. | 17. INFORMANT - dress

(" rbown) O ys. iggn g e of sy Margaret Odom -Columbla, Mo ____

18.- CAUSE OF I)EAI’H {Enter only ane causa per lire

PART |. DEATH WAS CAUSED BY: C/ - INSET AND DEA
IMMEDIATE CAUSE (o) -_’M ' : /2;-

DOCUMENT

Conditions, i any,]  DUE TO (b) 4 éM” _ /! @l

which gave rise to

above cause {a), . a
stating the under- Sw——
lying causse lest. DUE TO (s) .

PART 11.- OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the Termnrul PART 111 1 decodsed was femalo was
diseass condition given in PART | (a) thete a pregnancy in jast 90 days.

[OYe | Dne | O unknows
9. YIRS AUTOPSY | 20w ACCIDENT SUICIDE HOMICIDE | 205. DESCRIBE HOW INJURY OCCURRED: (Erie raturs of inury 1n PARY 1 or PART 1 of tem 18
i . RIBE HC .

PERFORMED?
YES[1 NO

Z0c. TIME OF _ HouF  Month, Day, Year |
INJURY am.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., ;‘ﬂ or about home, | 20f. CITY, TOWN, CR LOCATION COUNTY STATE
WHILE AT WORK g farm, factory, sireet, office bidg., etc.)
NOT WHILE AT WORK [ = . , PN )

N her
. | attended the decessed fro i , MM:I last 33w pig, alive OM
Death occurred at, . i on tha date stated above, and fo the best of my knowledge, from the causes stated.

22b. ADDRESS

5’

23b. DATE 3c. NAME OF CEME"ER\' OR CREMATORY 23d. LOCATION , town, ar county)

ao/12/1a6% | Memorial Park O

24, FUNERAL DIRECTOR 4 777 " ADORESS 25, DATE RECD. BY LOCAL REG. | 26. REGISTRARS SIGN

_ Lyman Sprinkle Columbia, Mo. |9

{licansed Embaimer’s Stztemant on Re‘gru Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NQ.




€96l (2 43S

£96L 99 43S’

8850 9190

STATEMENT BY LICENSED EMBALMER

| hereby oerhfy that the body whose name is recorded on the reverse side of thxs certificate was embalmed by me,

'or by ’730 V'l/ DIA Z#f; ] : — ! Student Embalmer No._é._&

Licensed Embalmer No—;/ 0 ?
i P 0. Addressc’ef‘*"——Q’\.@ %

"~ i . .

>

[

_ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRIT!NG (Failure to comply
with the above consmutes grounds for revocation of license). o

If embalmed by a STUDENT, he also_shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




